Fistulating cholecystocutaneous abscess is a known rare complication of chronic gallstones disease. In these modern days, this complication is exceedingly rare due to early diagnosis with radiological imaging, use of broad spectrum antibiotics and early surgical management of biliary tract disease. Here we present a case of an 89-yearold with cholecystocutaneous abscess that was mistaken for simple subcutaneous abscess. The management include initial control of subcutaneous abscess and use of antibiotics followed by definitive surgical excision of gall bladder and the fistula tract.
Introduction
Fistulating cholecystocutaneous abscess is a rare complication of chronic calculus cholecystitis. In modern clinical medicine, this complication is exceedingly rare due to early radiological diagnosis, availability of broad spectrum antibiotics, and early surgical management of biliary tract disease. Here, we present the case of an 89-year-old man with cholecystocutaneous abscess that was initially mistaken for simple subcutaneous abscess.
Case Report
The case patient was an 89-year-old man who presented with a persistently draining wound on his right anterolateral chest near the costochondral margin, in the area between the 8th and 9th ribs. Eight weeks prior, the patient had been seen by his local family doctor for a tender area of swelling on his lower right anterolateral chest. At that time, the patient reported having fallen onto the area 1 week before. Given the history of local trauma, the area of swelling was initially believed to be an infected hematoma, and the patient underwent incision and drainage under local anesthetic. Following this procedure, however, the wound continued to drain purulent material without resolution.
The patient had a prior history of cholelithiasis and recurrent cholecystitis, which had previously been managed conservatively with antibiotics due to his multiple medical comorbidities, including ischemic heart disease with previous acute myocardial infarction and placement of cardiac stents, congestive cardiac failure, type II diabetes, history of transient ischemic attack, chronic obstructive pulmonary disease (COPD), and bilateral carotid artery stenosis. His current medications included aspirin, clopidogrel, carvedilol, atorvastatin, ramipril, glyceryl trinitrate (GTN) patch, and tiotropium.
Physical examination revealed a 5-mm wound on the right lower chest wall and right upper quadrant abdominal tenderness. There was no surrounding skin erythema and no palpable mass. Laboratory testing demonstrated a white blood cell count of 6.5×10 9 /L and C-reactive protein of 30 mg/L. Liver function tests were within normal limits. Initial ultrasound (US) of the chest and abdominal wall showed a complex collection likely connecting to a deeper intra-abdominal collection. The patient then underwent computed tomography (CT) imaging of the abdomen, which demonstrated cholecystitis with a possible fistulous tract between the gallbladder and anterior abdominal wall with a connection to the skin surface, with a gallstone seen within this tract (Figure 1 ). A CT fistulogram was then performed which confirmed the diagnosis of cholecystocutaneous fistula ( Figure  2 ). Following a thorough medical workup and optimization, the patient underwent laparoscopic cholecystectomy with excision of the fistula tract. The fistula wound was permitted to heal by secondary intention. The patient recovered well following the operation. He was discharged home with daily dressing changes to the fistula wound site. On clinical exam 6 weeks after surgery, the fistula wound had healed completely.
Discussion and Conclusions
Fistulating cholecystocutaneous abscess is a rare complication of chronic gallstone disease. Even more rarely, it can be due to underlying adenocarcinoma of the gallbladder, a diagnosis which must also be considered in these cases. 1 Fistulating cholecystocutaneous abscess develops when inflammatory adhesions have formed between the gallbladder and abdominal wall, followed by subsequent perforation of the gallbladder wall at this point of contact and discharge of abscess material into the abdominal wall. Over time, the abscess can track through the skin, forming a fistula tract between the gallbladder and the skin surface. The right upper quadrant of the abdomen is most commonly reported fistula location, while other less frequently reported sites include the epigastrium, right lower quadrant, umbilicus, and gluteal regions. 2 Fistulating cholecystocutaneous abscess occurs most frequently in geriatric populations, particularly in patients older than 70 years, but this condition has been reported in a patient as young as 30 years old. 3 When the diagnosis is suspected, imaging modalities to consider include US, CT, and CT fistulogram, which can be used to confirm the diagnosis if there is a cutaneous opening. 4 Management of cholecystocutaneous abscess includes initial systemic control of sepsis with antibiotics and local control of abscess by incision and drainage, if there has not been spontaneous discharge. In medically unfit patients who cannot undergo general anesthesia, a conservative approach with ongoing management of the gallbladder fistula wound may be appropriate. In a review article published in 1949, 6 out of 37 patients were reported to have spontaneous healing of their fistula wounds. 2 For patients who are medically fit, definitive surgical excision of the gallbladder and fistula tract should be performed. Of note, in case reports published in the last 50 years, only two cases were successfully managed using laparoscopic techniques. 5, 6 Many patients in these reported cases underwent either planned open procedures or laparoscopic converted to open cholecystectomies.
In summary, cholecystocutaneous abscess should be considered in the differential diagnosis for patients with a right lower chest or upper abdominal mass, especially if the patient has a history of recurrent right upper quadrant pain. Similarly, a chronic draining wound in the right upper quadrant should prompt consideration of the diagnosis of cholecystocutaneous fistula. Definitive surgical excision of the gallbladder and fistula is the treatment of choice. However, conservative management can be considered for medically frail patients.
